Objective. As evidence of the effectiveness of acupuncture for low back pain (LBP) is inconsistent, we aimed to critically appraise the evidence from relevant systematic reviews. Methods. Systematic reviews of randomized controlled trials (RCTs) concerning acupuncture and LBP were searched in seven databases. Internal validity and external validity of systematic reviews were assessed. Systematic reviews were categorized and high quality reviews assigned greater weightings. Conclusions were generated from a narrative synthesis of the outcomes of subgroup comparisons. Results. Sixteen systematic reviews were appraised. Overall, the methodological quality was low and external validity weak. For acute LBP, evidence that acupuncture has a more favorable effect than sham acupuncture in relieving pain was inconsistent; it had a similar effect on improving function. For chronic LBP, evidence consistently demonstrated that acupuncture provides short-term clinically relevant benefits for pain relief and functional improvement compared with no treatment or acupuncture plus another conventional intervention. Conclusion. Systematic reviews of variable quality showed that acupuncture, either used in isolation or as an adjunct to conventional therapy, provides short-term improvements in pain and function for chronic LBP. More efforts are needed to improve both internal and external validity of systematic reviews and RCTs in this area.
Introduction
Low back pain (LBP) which refers to pain and discomfort localized in the lumbosacral region, with or without radiating leg pain [1] , is prevalent in the general population [2] . It is estimated that over 70% of adults in industrialized countries suffer from LBP during a lifetime [3] . With growing evidence of high prevalence in developing countries [4] [5] [6] , LBP is no longer recognized as a disorder confined to high-income nations but is a major health problem globally [7] . The functional limitations and consequent disability create a heavy economic burden on individuals and society: expenditure on LBP in the United States has been estimated to be at least $100 billion per year [8, 9] .
Although a considerable variety of conservative therapy alternatives are available for the treatment of LBP, no single modality appears to be superior [2] . Patients are often dissatisfied with conventional medical approaches and turn to complementary and alternative medicines to manage their symptoms [10, 11] , among which acupuncture is one of the most popular options [12] .
As an ancient medical procedure that is commonly used, acupuncture has gained increasing interest from the public as well as health professions [11, 13] . However, effectiveness of acupuncture for the management of LBP is not without dispute: over the past quarter of a century, numerous systematic reviews have investigated the effectiveness of acupuncture in the management of LBP, but review conclusions are sometimes contradictory and often limited by the quantity and quality of the included studies. In the past decade, three clinical practice guidelines have been published with inconsistent conclusions regarding the recommendations for 2 Evidence-Based Complementary and Alternative Medicine acupuncture in the treatment of chronic LBP [1, 14, 15] ; this has led to confusion for clinicians when making evidencebased clinical decisions concerning acupuncture. Given this, an overview of evidence provided by these reviews would overcome the limitations of the single systematic review, allowing a systematic assessment of the strength of the current evidence, and comprehensive analysis of the results of existing systematic reviews.
Overviews are a relatively new approach to evidence synthesis and have become increasing popular in health care literature [32] ; this approach has particular relevance for areas with overlapping reviews. While systematic reviews appear at the top of the "hierarchy of evidence" that informs evidencebased practice, comparative data across a variety of different domains are often lacking (e.g., the combination of different interventions, outcomes, conditions, problems, or populations). However, such data are critical for decision-makers including clinicians, policy makers, and informed consumers [32, 33] . Additionally, for an overview evidence from multiple systematic reviews relevant to a single condition are compiled and consistency of findings is explored across these reviews [34] .
The objective of this overview was, therefore, to summarize and critically appraise the evidence of relevant systematic reviews and to present a comprehensive evaluation of the therapeutic value of acupuncture for LBP.
Methods

Search Strategy.
A comprehensive computer-aided literature search was undertaken in the following databases from their inception until February 2014: Medline, EMBASE, AMED, CINAHL, Cochrane Library, and two Chinese databases, the China National Knowledge Infrastructure (CNKI) and the Wan Fang Database that include "grey literature, " such as dissertations and conference reports. Search terms used were (systematic review OR meta-analysis) AND (acupuncture OR acupuncture therapy OR acupuncture points OR needle OR electro-acupuncture OR auricularacupuncture OR warm-acupuncture OR dry needling OR trigger-point therapy OR moxibustion) AND (low back pain OR back pain OR backache OR lumbago OR sciatica OR dorsalgia) with slight modifications for individual searches in each database. Boolean operators were used and the search was limited to adult participants. Reference lists of all papers retrieved were manually scanned to identify further articles missed by electronic searching. No language restrictions were applied provided there was an abstract available in English or Chinese. See Appendix A for search strategy.
Selection Criteria. Three reviewers (Lizhou Liu and
Leon Mabire for English databases; Lizhou Liu and Jundong Wang for Chinese databases) independently screened for potential articles and resolved disagreements by discussion. Where necessary, full papers were obtained for final decision. "Systematic review" was defined methodologically as reviews with a systematic analysis, either meta-analysis or bestevidence synthesis.
Articles were included if they were systematic reviews of randomized controlled trials (RCTs) that evaluated the effectiveness of acupuncture compared to controls for any type of LBP (acute/subacute LBP: <3 months; chronic LBP: ≥3 months) [35] , using at least one of the following outcome measures: pain relief, functional improvement, overall improvement, or effectiveness rate (frequently used in Chinese articles as the ratio of "cured and improved" to the total number of the group). Systematic reviews assessing needle acupuncture were considered irrespective of intervention styles. Acupuncture was described as a treatment procedure involving one or more needles penetrating into the skin without an injection [28] . The modes of acupuncture were not restricted: Traditional Chinese Medicine (TCM) acupuncture that adhered to energetic philosophical theory and Western medical acupuncture (e.g., dry needling) based on contemporary scientific principles were both eligible. However, articles relating to techniques similar to acupuncture but without needle insertion (e.g., laser acupuncture, acupressure, acupoint embedding, and auricular seeds) were excluded. Systematic reviews were eligible that included control groups treated with sham acupuncture, no treatment/waiting list, conventional therapy, or sham therapy/placebo (e.g., sham laser or sham transcutaneous electrical nerve stimulation). Only systematic reviews in which the effectiveness of acupuncture could be isolated were included: that is, systematic reviews that tested effects of acupuncture alone over control comparators or evaluated acupuncture as an adjunct to other therapies and compared to the other therapies alone were included.
The following were excluded: (1) review comments, overviews of evidence, guidelines, editorials; (2) systematic reviews that included trials other than RCTs; (3) systematic reviews without formal analysis contained in the methods; (4) systematic reviews with no control comparisons, where only different forms of acupuncture were compared; (5) systematic reviews that only evaluated the cost-effectiveness of acupuncture; (6) systematic reviews that assessed the combined effects of acupuncture with other treatments over control interventions; and/or (7) systematic reviews where a series of conservative therapies or musculoskeletal conditions were investigated, but there was no separate data available for effectiveness of acupuncture for LBP.
Data Extraction.
Data from articles written in English were extracted independently by two reviewers (Lizhou Liu and Leon Mabire) using a standardized spreadsheet designed to record descriptive characteristics, methodological quality of primary studies, acupuncture style and adequacy, data analysis approaches, main results, and conclusions. Articles written in Chinese were extracted independently by Lizhou Liu and Jundong Wang in the same manner. When retrieving articles published in other languages, translations of essential details were obtained for data extraction; differences during this process were settled by discussion with reference to the original papers.
The methodological qualities of the original (RCT) studies were then extracted, and quality levels were recorded as "Low" or "High, " based on the judgments made by the authors of the respective systematic reviews. As recommended, for systematic reviews using the Jadad scale [36] , a score of two points or less (out of a maximum of five) represented poor quality; for systematic reviews using the PEDro scale [37] , score of three points (out of a maximum of ten) was considered the cut-off for low quality [38, 39] ; for systematic reviews which used criteria list from Method Guidelines for Systematic Reviews in the Cochrane Back Review Group [40] [41] [42] , low quality was defined as a score less than 5/10, 6/11, and 6/12 for the versions of 1997, 2003, and 2009, respectively; two systematic reviews used additional requirements to judge the quality; the related information was extracted: one review [16] emphasized the necessity of adequate randomization and/or allocation concealment of RCTs to be of high quality and another review [25] weighted the importance of low drop-out at follow-up, between group statistical tests, and adequate power. When no clear judgment was available from the authors, we (Lizhou Liu and Leon Mabire) made determinations in accordance with the guidelines for each scale; the included RCTs were judged as "Low" quality if over 50% of these were of high risk.
The external validity of the included systematic reviews was assessed, using the Revised Standards for Reporting Interventions in Clinical Trials of Acupuncture (STRICTA) [43] , a recommendation for reporting related characteristics of acupuncture trials. Furthermore, in order to identify whether the adequacy of acupuncture was considered in the analysis and the conclusions of the reviews, assessments concerning acupuncture adequacy in individual systematic reviews were extracted.
Quality Assessment.
Quality assessment of systematic reviews was performed using the Assessment of Multiple Systematic Reviews (AMSTAR) criteria, a validated instrument with good construct validity and reliability [44] . It comprised 11 items, scored as "Yes, " "No, " "Cannot Answer, " or "Not Applicable" on a checklist. Before the assessment started, each topic of AMSTAR was intensively discussed to achieve homogeneity in the following procedure. Two reviewers (Lizhou Liu and Leon Mabire) independently rated the methodological quality, scored one point for item assigned "Yes, " and then calculated the overall score of each systematic review. The kappa statistic was used to measure the agreement level between the two reviewers; kappa index less than 0.4 reflected poor agreement, 0.4 to 0.75 fair agreement, and over 0.75 excellent agreement [45] . Again, consensus was reached by discussion between two reviewers and an independent decision was obtained from a third author (George David Baxter) if necessary. We considered the reviews as low quality if the total score was 4 or lower, moderate quality if the score was between 5 and 7, and high quality if the score was 8 or higher [46] . The classification of quality was used to grade the strength of the evidence in conclusions.
Data Synthesis.
As the outcomes of the systematic reviews were likely to vary due to factors such as chronicity, the range of control groups, and the follow-up time points used, a priori, we assigned systematic reviews to predefined subgroups according to the following criteria: Outcomes of subgroup comparisons were summarized and appraised. A narrative synthesis of the evidence was presented to generate final conclusions, taking into account the methodological quality, the outcomes, and the total numbers of systematic reviews that reported consistent results (effectiveness or noneffectiveness). We assigned larger impact weights of outcomes for systematic reviews with higher quality and determined the overall conclusion according to the majority (>50%) of systematic reviews with consistent outcomes.
Sensitivity Analysis.
A sensitivity analysis was conducted by excluding the systematic reviews of low quality and then repeating the aforementioned analysis.
Clinical
Relevance. In order to identify whether any observed differences between acupuncture and control groups were clinically relevant, the pooled effect magnitudes of the meta-analyses were recorded.
For systematic reviews which used the same outcome instruments, an anchor-based approach using mean differences in pain intensity and functional disability was used to address clinical relevance. The minimal important changes (MIC) for pain relief were defined as 15/100 for the Visual Analogue Scale (VAS), 2/10 for the Numerical Rating Scale (NRS) [47] ; for functional improvement these were defined as 5 points for the Roland Disability Questionnaire (RDQ), 10 points for the Oswestry Disability Index (ODI), and 20 points for the Quebec Back Pain Disability Questionnaire (QBDQ) [47] .
For systematic reviews that used different scales, distribution-based methods were used to operationalize clinical relevance, that is, weighted mean difference (WMD) or standardized mean difference (SMD) for continuous outcomes, and odds ratio (OR) or relative ratio (RR) for dichotomous outcomes. Findings were determined to be clinically relevant based on the effect size only, and the degree was specified in accordance with the 2009 Updated Guidelines for Systematic Reviews in the Cochrane Back Review Group [42] : (1) 
Results
Systematic Review Selection.
Our search strategy resulted in the identification of 1044 records; after excluding duplicates, 796 publications were manually screened by titles and abstracts, and 70 papers were eligible for inclusion. On the basis of review of full-text articles, 50 systematic reviews were excluded and 20 met our inclusion criteria. After discussion, four reviews were subsequently removed due to one for the Cochrane reviews update [48] and three for the same reviews reported as journal articles [29, 49, 50] . Thus a total of 16 systematic reviews were finally included in this overview ( Figure 1 ). Appendix B gives reasons for exclusion.
Systematic Review Characteristics.
The main characteristics of systematic reviews are displayed in Table 1 . Thirteen systematic reviews performed meta-analyses [16-23, 26-28, 30, 31] , one conducted best-evidence syntheses [24] , and two used both quantitative and qualitative analyses [25, 29] ; one of which based conclusions on the qualitative analysis only [25] . The included systematic reviews were published between 1998 and 2013; twelve were published in English, three in Chinese, and one in Japanese. The number of RCTs included in the systematic reviews varied widely, ranging from 5 to 35 studies. Five systematic reviews were on chronic LBP [17, 19, [22] [23] [24] , one on acute LBP [16] , eight included a mixed group of participants with acute, subacute, and chronic LBP [18, 20, 25, [27] [28] [29] [30] [31] , and the remaining two did not specify chronicity [21, 26] . In regard to the cause of LBP, seven systematic reviews only included RCTs of nonspecific LBP [16, 17, 22, 23, 25, 27, 29] , three systematic reviews in Chinese exclusively focused on RCTs of lumbar intervertebral disc herniation (LIDH) [18, 21, 26] , one involved RCTs of both specific and nonspecific LBP [20] , and the remaining five did not clearly state the type of LBP [19, 24, 28, 30, 31] .
Acupuncture Details.
The majority of systematic reviews ( = 12/16) indicated the types of acupuncture assessed: six investigated TCM acupuncture as the exclusive intervention [17, 18, 21, 22, 26, 30] and six focused on both TCM and Western medical acupuncture [16, 24, 25, 28, 29, 31] . However, the reporting of acupuncture trials was of poor quality: only one systematic review clearly presented the extracted details of acupuncture in accordance with the STRICTA guidelines [16] . Assessment of the adequacy of acupuncture treatment was rarely considered in the systematic reviews: only four (25%) provided explicit criteria for judging whether the acupuncture intervention was adequate or not [16, 25, 29, 31] .
Methodological Quality.
The quality assessment scales of the original studies varied across the included systematic reviews; nine used the criteria list from the Method Guidelines for Systematic Reviews in the Cochrane Back Review Group [16, 19, 20, 22, 24, 25, [27] [28] [29] , three adopted the modified Jadad [17, 18] , and the remaining two employed the PEDro scale and the assessment model used by Jüni et al. [51] , respectively [23, 26] . Overall, the quality of RCTs was relatively low: of the 15 systematic reviews that provided quality assessment, nine were considered to include limited quality of RCTs by primary authors and by our two reviewers (Lizhou Liu and Leon Mabire) [16-18, 21, 22, 24, 25, 28, 29] . Agreement of the two reviewers for quality assessment of systematic reviews using AMSTAR was regarded as excellent (kappa index was 0.797) for independent reviews. After discussion the reviewers reached consensus giving a kappa index of 1. Table 2 provides an overview of the assessment results. The overall scores ranged from 2 to 9 (out of a maximum of 11); three systematic reviews were considered as high quality [28, 29, 31] , eight as moderate quality [16] [17] [18] [19] [20] [21] [22] 26] , and five as low quality [23-25, 27, 30] . The number of reviews satisfying the criteria for individual items varied widely: four items were satisfied by over 75% of the systematic reviews, namely, Item 2, the duplicate processes of study selection and data extraction ( = 13); Item 3, the comprehensive literature search strategy ( = 12); Item 7, the scientific quality assessment of the included studies ( = 15); and Item 9, the appropriate methods of meta-analysis ( = 13). In contrast, three items accounted for the major methodological limitations: Item 11, the interest conflict statement, was not met by any of the systematic reviews but one, which indicated source of funding for the review as well as for the included studies; Item 1, a priori design requirement, and Item 5, presenting a list of excluded studies in addition to included studies, were rarely reported in two systematic reviews.
Outcomes.
Because of the inconsistent definition of follow-up time points in individual systematic reviews, only short-term (<3 months) comparisons could be assessed. The duration of "short-term" was in the range from 6 weeks [27, 28] to 3 months [20, 24, 25, 29] . Subgroup analyses were conducted as planned, except for the comparison between acupuncture and conventional therapy due to high heterogeneity: while some systematic reviews mixed various conventional treatments as one control arm, some considered different interventions as independent control groups; thus pooling the data for conventional therapy was impossible. For secondary outcomes, data were sparse and insufficient for drawing conclusions. Ultimately, comparisons of four control groups for pain and functional outcomes at shortterm follow-up were made. Tables 3 and 4 present the pooled effects for the related outcomes.
3.5.1. Acute/Subacute LBP. There were two systematic reviews with meta-analyses, which provided sufficient data for comparison [16, 20] .
Acupuncture versus Sham Acupuncture. In the two systematic reviews, sham acupuncture meant mimicked nonpenetration on the same acupoints used for genuine acupuncture.
Pain Relief. Two systematic reviews produced conflicting conclusions. Furlan and colleagues performed one metaanalysis (moderate quality) with two RCTs (one for acute LBP and one for subacute LBP) which indicated that the effectiveness of acupuncture did not differ from sham acupuncture for posttreatment pain intensity [20] . In contrast, another systematic review of moderate quality based on two RCTs of low risk of bias (one was common to both systematic reviews) found that there was a statistically, but not clinically relevant, difference immediately after intervention between a single session of acupuncture and sham acupuncture for individuals with acute LBP (MD = −9.38, 95% CI: −17.00 to −1.76; = 0.02; 2 = 27%) [16] .
Functional Improvement. Two systematic reviews of moderate quality both yielded a negative result that suggested similar benefits from real and sham acupuncture needling. Furlan et al. reported that acupuncture and the sham acupuncture were not significantly different at 3-month follow-up [20] . Similarly, Lee et al. using three studies of low risk of bias found no significant difference between real and sham acupuncture for either acute LBP (2 studies, 100 participants) or subacute LBP (1 study, 48 participants) [16] .
Chronic LBP
Acupuncture versus Sham Acupuncture. There was wide variation in the definition of sham acupuncture, including (1) mimicked nonpenetration on identical acupoints used for verum procedure [19, 28] ; (2) superficial insertion outside acupoints without stimulation [17, 19, 25, 28] ; (3) 2% lidocaine injection at nonacupoints plus superficial insertion without stimulation [25] .
Pain Relief. Four systematic reviews reported contradictory outcomes [17, 19, 25, 28] , but those that supported real acupuncture were of higher quality overall, with more careful consideration of pooling of data. Two systematic reviews (one of high quality and one of moderate quality) found statistically significant effects of authentic acupuncture in relieving pain compared with sham [17, 28] , while another two (one of moderate quality and one of low quality) showed equivalent outcomes [19, 25] . Of the two systematic reviews that found data in favor of acupuncture, a moderate clinically relevant effect size was observed at the end of treatment [28] . Another systematic review [52] used individual patient data metaanalysis and also demonstrated that genuine acupuncture was more efficacious than sham acupuncture, with an effect size of standardized differences being 0.20 (95% CI: 0.09 to 0.31) in the sensitivity analysis; however, this review was excluded from our overview because its primary analysis investigated the effectiveness of acupuncture in treatment of neck pain and back pain as a whole.
Functional Improvement. The four eligible systematic reviews consistently found no evidence supporting the effectiveness of acupuncture over sham acupuncture [17, 19, 25, 28] . [16] N Pain Relief. While five systematic reviews reported contradictory results [20, [22] [23] [24] 29] , the three of higher quality suggested that individuals who received acupuncture experienced lower levels of pain than their counterparts who received sham treatments. One systematic review with bestevidence synthesis (low quality) failed to demonstrate the positive benefits of acupuncture over sham interventions [24] ; in contrast, three of the four systematic reviews with meta-analysis (one of high quality and two of moderate quality) revealed that acupuncture compared to sham therapies led to significantly lower pain intensity at short-term followup [20, 22, 29] . Effect sizes were small to moderate; WMD ranged from −5.88 (95% CI, −11.20 to −0.55) at 1 month [22] to −17.79 (95% CI, −25.50 to −10.07) at 3 months [29] .
Functional Improvement. Relatively clear consensus emerged among the four systematic reviews that acupuncture did not significantly differ from sham therapy in reducing disability [20, 22, 24, 29] . While the evidence of three systematic reviews (one of high quality, one of moderate quality, and one of low quality) seemed to be negative [20, 24, 29] , one systematic review of moderate quality using meta-analysis demonstrated that subjects receiving acupuncture had significantly fewer functional limitations, but the effect size was small [22] .
Acupuncture versus No Treatment. There was little agreement in the description of "no treatment" among the included systematic reviews. While seven systematic reviews defined no treatment as waiting list control (i.e., no care while waiting for acupuncture) [17, 20, 22, 24, 25, 28, 29] , one systematic review included waiting list control as well as another form of treatment comparison, which assessed the effects of adding acupuncture to other therapies, compared with other therapies alone [19] . As there was a significant difference between the two categories, the latter was not included for analysis.
Pain Relief and Functional Improvement. All seven systematic reviews (two of high quality, three of moderate quality, and two of low quality) indicated that acupuncture was superior both in reducing pain and improving function for chronic LBP [17, 20, 22, 24, 25, 28, 29] . Moreover, the overall effect sizes were medium to large for both outcome measures.
Acupuncture in addition to Conventional Therapy versus
Conventional Therapy Alone. Conventional therapy consisted of usual care [17] or other treatments such as physiotherapy, medications, or exercises [22, 24, 25, 29] .
Pain Relief and Functional Improvement. All five systematic reviews (one of high quality, two of moderate quality, and two of low quality) consistently supported acupuncture as an adjunct to conventional care in the treatment of LBP [17, 22, 24, 25, 29] . For measures of pain, two of the three systematic reviews that provided pooled effects demonstrated the differences in effect were medium to large [22, 29] , and the remaining one reported statistically but not clinically significant (15/100 for VAS as MIC for pain) effects (MD = −13.99, 95% CI: −20.48 to −7.50; < 0.000; 2 = 34%) [17] . For measures of function, three systematic reviews showed large effect sizes [17, 22, 29] .
Sensitivity Analysis.
The results of sensitivity analysis are given in Table 5 . As planned, after excluding five systematic reviews of low quality, eleven systematic reviews were subsequently included for analysis [16-22, 26, 28, 29, 31] . The current conclusions regarding the effectiveness of acupuncture compared with no treatment and acupuncture in addition to other conventional therapies for chronic LBP did not change with the exclusion of two systematic reviews [24, 25] . Conclusions regarding the effectiveness of acupuncture compared with sham therapy for pain intensity with the two reviews excluded would be consistently positive, in that acupuncture has a more favorable effect. Furthermore, Chronic LBP
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Sensitivity analysis was performed by excluding systematic reviews of low quality in analysis. LBP: low back pain.
the conclusions regarding the effectiveness of acupuncture compared with sham acupuncture would point to stronger evidence that real acupuncture is more efficacious than sham for self-reported pain, as the majority of systematic reviews were in favor of true acupuncture.
Discussion
Statement of Main Findings.
The purpose of the present overview was to critically evaluate the evidence from systematic reviews and to provide a rigorous and objective summary from the best credible evidence concerning the effectiveness of acupuncture in the treatment of LBP. Overall the analysis suggests that, (1) for acute LBP, there exists inconsistent evidence that acupuncture has a more favorable effect than sham acupuncture in relieving pain but consistent evidence that acupuncture does not significantly differ from sham acupuncture in improving function; (2) for chronic LBP, consistent evidence found that acupuncture provides shortterm clinically relevant benefits on pain relief and functional improvement when compared with no treatment or when acupuncture is added to another conventional intervention; (3) for chronic LBP, it seems that genuine acupuncture produces a clinically significant reduction in pain when compared to sham acupuncture and sham therapy at shortterm follow-up, but no impact on functional limitation.
Internal Validity of the Included Systematic Reviews.
The methodological quality assessment of the included systematic reviews reveals there are common areas for improvement. Of the sixteen systematic reviews assessed, only three met the preset "high quality" level (≥8/11 on the AMSTAR checklist). Given that systematic reviews are not equally reliable due to variable quality and the ones with insufficient quality are likely to have biased findings [53] , it seemed reasonable to place a greater weighting on systematic reviews of higher quality in drawing conclusions. Furthermore, in order to address the impact of low quality systematic reviews on the overall conclusions, a sensitivity analysis was conducted by excluding all the systematic reviews of low quality (≤4/11 on the AMSTAR checklist); under these conditions, conclusions concerning the effectiveness of acupuncture for LBP pointed to stronger evidence showing that acupuncture is an effective treatment for patients with LBP.
Because AMSTAR provides for qualitative rather than quantitative assessments, there is no consensus on the definition of quality levels. One of the challenges with using AMSTAR in this way is that the interpretation depends on the total score, and there is no weighting of individual items. However the cutoff point we selected was the one employed in the overviews of reviews conducted by the International Collaboration on Neck (ICON) working group that evaluated evidence for the management for neck pain [46, 54] and is consistent with that from the National Institute for Health Research (NIHR): the systematic review of the highest quality [29] in our rating system was considered to have a very low risk of bias according to the NICE guidelines [14] . For other studies use of AMSTAR produced a low quality rating, for example, Yuan et al. [25] , whereas in a separate review of systematic reviews [55] this review was rated as good (the higher possible rating) using a different rating scale; some of these differences can be explained by AMSTAR including "new" items considered potential sources of bias (language and publication bias, not included in older scales) or differences between raters in how questions on both scales are interpreted. We did not attempt to contact authors of each systematic review to determine whether certain methodological items were completed (and perhaps not reported), and given the relative newness of the AMSTAR scale and the journal space limitations, this could have altered the scores for some of the systematic reviews.
External Validity of the Included Systematic Reviews.
Overall, the external validity of the included systematic reviews was limited: only one systematic review reported the characteristics of interventions on the basis of STRICTA, while the remaining showed considerable heterogeneity in terms of data presentation. This may in part be due to the lack of endorsement of the guidelines: currently few journals have endorsed the STRICTA guidelines and even fewer have made these mandatory requirements for publication [56] or could simply be explained by space limitations for systematic reviews which may already be quite lengthy.
As an official extension of the Consolidated Standards for Reporting Trials (CONSORT) [43] , STRICTA is mainly designed for clinical trials to improve the completeness of intervention reporting; however it is also useful for authors of systematic reviews [57] . From our experience, systematic Evidence-Based Complementary and Alternative Medicine reviews that include complete detail on the STRICTA items could furnish researchers with a reasonable and transparent interpretation for clinical heterogeneity and provide health professionals with greater confidence when using the related evidence in their routine practice. Furthermore, it may also facilitate the development of criteria for assessing the adequacy of acupuncture where there is little agreement [58] ; indeed, this might be the very reason for the scarce description of acupuncture adequacy assessment in the included systematic reviews as only 4/16 mentioned this related information. We strongly encourage future systematic reviews and trial studies to apply STRICTA and adhere to the statement and hence enhance the scientific quality of acupuncture research.
Problems with Sham
Acupuncture. Given that systematic reviews as well as RCTs typically set sham acupuncture as a control arm to investigate the specific effects of acupuncture, it is worth exploring the validity of this approach. In our overview, sham acupuncture mainly included "sham acupuncture" which used needles of blunt tips without skin penetration, or "minimal acupuncture" which inserted needles outside acupoints and/or superficially. This might be an appropriate control according to the Chinese meridian theory since neither noninsertion nor insertion at nonacupoints would elicit any therapeutic effects; however other forms of Asian medicine use noninsertion needling for therapeutic effects, for example, in Japan. In addition, accumulating evidence from recent research argues that neither of the two forms are fully inert from a physiological perspective, because skin touching as described would induce emotional and hormonal reaction [59] , activate afferent nerve fibers, and cause deactivation of limbic structures resulting in part at least, if not all, of the specific effects of the needles [60, 61] . Therefore, the validity of current techniques of sham acupuncture remains unclear, and results obtained from such comparison should be interpreted with caution [61] .
Although improved function was observed in both verum and sham acupuncture groups, none of the six systematic reviews found statistically significant intergroup differences [16, 17, 19, 20, 25, 28] . Beyond the issue of limited differences between genuine and sham acupuncture (as outlined above), the two forms of acupuncture may be associated with potent nonspecific effects that could lead to equivalent functional improvements, that is, psychological (placebo) effects as patients' expectancy, and patient-clinician relationship [52, 62] . Hence, it raises the question about whether it is necessary to separate the specific from nonspecific effects of acupuncture.
Based on the recent evidence, the answer might be "no" [60, 63] . Assuming that clinical improvement can be achieved independently of affective factors challenges the emphasis of TCM on the holistic integration of "body and mind"; equally, Western medicine has accepted a "biological-psychologicalsocial" model as a frame of reference for low back pain [60, 63] . Furthermore, diagnosis of nonspecific LBP is mainly based on patients' subjective description of symptoms, rather than specific clinical diagnostic tests [27] , and prognosis is predominantly associated with affective components related to patients' beliefs and expectations that the treatment will be effective [59] . Sham acupuncture attempts to isolate the physiological effects and is therefore not a perfect research choice. Moreover, in routine clinical practice, physicians and patients do not make decisions between true and sham acupuncture; instead they pay more attention to the choice between treatments, acupuncture, or other therapies [52] . Thus it could be argued that future grant-aided research will be more cost-effective if the research focus shifts from disentangling the effects of true and sham acupuncture, to exploring the effectiveness of acupuncture over other conventional therapies which have been proved to be effective for LBP (i.e., best current treatment).
Strengths of This Overview.
We have made efforts to minimize the risk of bias in every step of this overview. Firstly, for literature identification, we used systematic, comprehensive, and independent search strategies over a wide range of English and Chinese electronic databases, without restriction of language and year of publication. Secondly, for quality assessment, we engaged independent reviewers (Lizhou Liu and Leon Mabire) from diverse academic backgrounds who have participated in Cochrane training for systematic reviews to use the AMSTAR checklist with added quantitative rating criteria, and agreement between reviewers on validity assessment was excellent. Thirdly, for data synthesis, we performed subgroup analysis stratified by LBP chronicity, control comparisons, and outcome measures to address the influence of heterogeneity. Fourthly, for conclusion generation, we synthesized results from systematic reviews with formal analysis methodology to guarantee reliability of the conclusions and performed sensitivity analysis to test scientific robustness. Finally, for evidence applicability, we considered outcomes of clinical (as well as statistical) relevance to increase clinical applicability.
Implications for Practice and Research.
For acute LBP, we could not make firm conclusions about the effectiveness of acupuncture on the basis of only two systematic reviews, and thus there is a need for future research to make more definitive recommendations. For chronic LBP, consistent evidence shows that acupuncture is more effective for pain relief and functional improvement at short-term follow-ups when compared to no treatment or when used with other conventional therapies; these results had medium to large clinical effects. According to these findings, it is encouraging to note that acupuncture, either used in isolation or as an adjunct to other interventions, has been demonstrated as an effective clinical option for patients with chronic LBP and should be advocated in routine clinical practice. Considering the intractable nature of LBP, more effective, comprehensive treatment options, which might include acupuncture, are needed to optimize current management [19] .
In the context of future research, there is a need for higher quality RCTs and systematic reviews which strictly adhere to relevant guidelines and particularly STRICTA guidelines to improve both internal and external validity. Furthermore, as empirical evidence has indicated that the response of acupuncture is associated with an adequate dose of stimulation [64] , as for pharmaceutical therapy [31, 65] , future systematic reviews should assess the adequacy of acupuncture treatment and consider the results in their conclusions as identified in some of the included reviews [16, 25, 29, 31] . Future systematic reviews should also grade the strength of evidence by adopting accepted instruments such as the Grading of Recommendations Assessment, Development and Evaluation (GRADE) [66] to enable rigorous recommendations to evidence-users. From the available outcomes of the included systematic reviews, some subgroups could not be analyzed; therefore, more research is needed to focus on areas where there is little evidence, for example, acupuncture for acute LBP, acupuncture for other outcome measures besides pain and function, acupuncture in longterm follow-up, and acupuncture compared to conventional therapy. Future research should also investigate the essential characteristics of acupuncture for its effectiveness (i.e., mode of administration, pattern of stimulation, choice of needles, number of sessions, duration of treatments, use of cointerventions, and experience of practitioners) and determine the potential relevance of such characteristics to the effectiveness of acupuncture for LBP.
Conclusions
Based on seven systematic reviews (two of high quality, three of moderate quality, and two of low quality), acupuncture is more clinically effective in pain relief and functional improvement than no treatment at short-term follow-up. Based on five systematic reviews (one of high quality, two of moderate quality, and two of low quality), acupuncture as an adjunct to conventional therapy provides short-term clinically relevant improvements in pain and functional measures for the treatment of chronic low back pain. More efforts are needed to improve both internal and external validity of systematic reviews and RCTs in this area. 
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